INTRODUCTION
Scrub typhus, a tropical febrile vector borne disease also known as "Tsutsugamushi disease", is caused by Orientia tsutsugamushi, a gram negative obligate intracellular slow growing bacteria. The infection is transmitted by the bite of larval stage (chiggers) mites belonging to the family Trombiculidae. The disease is transmitted from larval stage mites to rats, where humans are an accidental host. The name scrub typhus is derived from the prevalence of the mites in areas of heavy scrub vegetation. Here we report a case of a young man with primary ciliary dyskinesia presenting with bilateral pneumothorax following Scrub typhus infection.
CASE
A 32-year-old male farmer was brought to emergency room (ER) in severe respiratory distress and hypotension. He had a history of fever with chills of one week duration. He developed cough and sudden worsening of breathlessness two days before he was referred to our hospital. On examination, he was febrile with a body temperature of 102 , pulse rate of 120/minute, respiratory rate of 30/minute and diminished bilateral breath sounds. His blood pressure was 80/60 mmHg and oxygen saturation was 86%. A chest radiograph was ordered which revealed bilateral pneumothoraces with dextrocardia. An urgent right sided tube thoracostomy was done in the ER (Figure 1 ). The patient was moved to the ICU where he was intubated for respiratory distress and connected to a mechanical ventilator followed by left sided tube thoracostomy. Complete blood count extubated and the ICD tubes removed. The total duration of the hospital stay was 12 days following which the patient was discharged in a healthy stable state. A detailed past history revealed infertility, with semen analysis showing oligospermia and 100% immotile sperms. He also had a history of recurrent upper respiratory tract infections since childhood.
DISCUSSION
Simultaneous bilateral spontaneous pneumothorax is an extremely rare clinical condition representing a p pr o x i m a t e l y 1 % o f a l l c a s e s o f s po n t a n e o u s pneumothorax. [1] The common associations include sarcomas of various origins, histiocytosis X, lymphomas, primary and metastatic lung malignancies, interstitial lung diseases, and infections. [2] Our patient had scrub typhus infection with pulmonary complications like interstitial pneumonitis with acute respiratory distresssyndrome (ARDS) and simultaneous bilateral spontaneous pneumothorax (SBSP). Scrub typhus is widespread across the world, extending from Japan to Australia and from India to Pacific. It has recently been described in India from areas where it was previously unreported. [3] Though the disease is traditionally considered as rural, it is also well described in urban areas. An estimated one billion people are at risk for scrub typhus and one million cases occur annually. Weil-Felix test, although not very sensitive, is considered as a useful tool in the diagnosis of scrub typhus when interpreted in the appropriate clinical context. A single titre of 1:320 (or more) or four fold rise in titre starting from 1:50 is considered positive. [4] The clinical symptoms are fever, headache, malaise, rash and lymphadenopathy which are commonly seen in other acute febrile illnesses. The pathognomonic clinical sign is "eschar" (cigarette burn like appearance) which is a skin lesion at the site of mite bite, which was however not seen in our case. The severity of illness varies from mild to multi organ involvement causing high mortality. [5, 6] Scrub typhus involves multiple organs, histologically characterized by microangiopathies. Pulmonary manifestations include varying degrees of interstitial pneumonitis progressing to acute respiratory distress syndrome, consolidation, pulmonary oedema, focal atelectasis, reticulonodular opacities, bronchial wall thickening, centrilobular nodules and hilar adenopathy. Scrub typhus is a potentially lethal but treatable condition and is associated with life threatening complications like pneumonitis and ARDS due to delayed diagnosis. [7] Primary ciliary dyskinesia is a rare autosomal recessive disease which affects ~1:20 000 individuals. [8] It occurs as a result of a congenital defect in motile cilia covering the respiratory epithelium, leading to impaired mucociliary clearance. Mutations in more than 30 different genes have been attributed to primary ciliary dyskinesia (PCD). [9] The association of pneumothorax in PCD is unusual. Simple 
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needle aspiration may be attempted; however bilateral tube thoracostomy is the preferred modality of management in view of severely compromised lung function. Chemical pleurodesis or video assisted thoracoscopic surgery (VATS) may be offered in cases of recurrence. Pneumonitis and ARDS are the most commonly reported complications of scrub typhus, however bilateral pneumothorax has never been reported previously. Rupture of the apical blebs secondary to scrub typhus infection in an underlying diseased lung could possibly explain the etiology of pneumothorax. The occurrence of two infrequent conditions in our patient was a rare co-incidence.
CONCLUSION
This case signifi es the importance of early diagnosis and prompt intervention in cases of simultaneous bilateral spontaneous pneumothoraces. Although the initial radiographic picture was confusing in view of a simultaneous dextrocardia, the decision of decompressing the thoracic cavities was life saving in this case.
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